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ABSTRACT

This study addresses the feasibility of allowing dependents of
active duty members, retiree families and survivor families to
select a health care program other than that provided in uniformed
service facilities or under CHAMPUS. This report compares the
group who would prefer an alternative to the present plan with
those who do not so as to determine what factors are similar
between each group and what factors are dissimilar.
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PREFACE

In the recent period of fiscal constraints and phvsician shortages
the medical services of the Army, Navy and Air Force have faced many
challenges. Through it all the managers and personnel of the Military
Health Services System (MHSS) have tightened their belts and continued
to provide the highest quality of care to the beneficiaries thev serve.
It has been in the continuing review of the MHSS management processes.

Various innovative alternative forms of the military health care
benefit continue to be advanced to the management of the MHSS. The
purpose of these proposals has been to relieve the tension between
resource constraints and steadily growing beneficiarv demand. This
studv was designed to provide and illustrate a methodology to examine
the affect on the beneficiaries of those proposals.

Many people provided the assistance necessary to complete this
work. However, without Lieutenant Colomel C. J. Schumaker's firm
guidance, endless patience and technical expertise, I would still
be in the bottomless morass of the data. As Director of the Health
Studies Task Force, and as mv preceptor, ''Shuev's” direction has
ensured the completion of this effort.

Colonel John E. Murphv, USA and his successor, Colomel Jon N.
Harris, USA have also greatly assisted this study bv making available
2ll of the resources necessary to complete this paper.

A special thank vou is also in order to Ms. Jean E. Burton and
Ms. Dale Shaw whose tvping and organizational skills have put my
scribblings into readable form.

Stephen W. Porter
Captain, USAF, MSC
Administrative Resident
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CHAPTER 1

INTRODUCTION

The Military Health Services Svstem is one of the largest employer—owned
and operated health benefit svstems in the United States. As such, it pre-
sents a unique mixture of issues concerning not onlv the delivery of
services, but also the fitness of that delivery system in the compensation
package. The problems of rising costs, physician shortage/mal-distribution
and rising consumer expectations found in the civilian sector have also
seriously affected military medicine. The Military Health Service System
(MHSS), not unlike the civilian sector, finds itself in a position of not
being able to provide all that is demanded of it. Such an inability is
serious in the second most important benefit in the military compensation
package.‘l/ This is a sensitive problem in an era of the all-volunteer

force when the military must compete in the open market for necessary manpower.

Recent changes in health benefit packages in both industry and govern-
ment have led military personnel to reconsider their perceptions of their
health care benefit. In light of these developments the Department of Defense
has begun to explore the feasibility of alté€rnative methods of providing thet

health benefit. This study will examine the characteristics of those personnel

1/ Third Quadrennial Review of Militarv Compensation, Staff Studies. Vol. III,
Pp. 22-23.




wno indicate they would prefer rte ruiticipate in z commercial insurance-

like alrermativc to the present MHSS.

A brief description of the MHSS and the beneficiaries it serves follows.

The four major components of the MHSS are: the Medical Derartments of
the Armv; the Navy (which also provides health services support to the
Marine Corps); the Air Force; and the Office of Civilian Health and Medical
Program of the Uniformed Services (CHAMPUS). Each medical department is
directed by a Surgeon General, who is the principal advisor to his respective
Service Secretary and Service Chief of Staff on all health matters. Each
Surgeon General exercises technical guidance and/or command authority over
2ll activities of his medical department. The role of the Surgeons General
in resource management give them wide-range influence over health services-

related activities within their departments.

The fourth major component of the MHSS, CHAMPUS, is a fiel?d office of
the Secretary of Defense. The Assistant Secretary of Defense (dealth Affairs
(OSD(HA)) is responsible for development, coordination and evaluation of
DOD policies and programs related to health services activities (with the
exception of research, development, test and evaluation) within the Mili-

tary Departments.

In addition to activities within its own service, each Militarv Depart-
ment participates in tri-service activities which support the military
direct care system. These activities are jointlv staffed and are utilized

bv more than one service. Examples of such activities include: The Armed

—— e e L e mi e ommire e - - - - B - - . e - -
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Forces Institute of Pathologv: the Militarv Blood Program Office: and

the Defense Medical Materiel Board.

The primarv objective of the MHSS is the maintenance of the militarv force

in & physically and mentally combat-readv status. Other objectives are:

- The assurance of the timely availability of trained manpower and other
health resources required to support combat meobilization and contin-
gency plans of the armed services.

- The provision of health care as part of the military pav benefit.

- The maintenance of these functions as effectively and efficiently as
possible within the constraints of assigned missions and responsibili-

) 2

ties. —

Tc achieve these objectives the uniformed services operates 168 hospitals
and 307 freestanding clinics that have 19,550 operating beds. During the
fiscel vear (FY) ending 30 September 1978 there were 911,000 admissions and
4€,450,000 outpatient visits provided to beneficiaries at a total cost of
€3.9 billion. There are 107,000 personnel assigned to the svstem of whom

apout 11,000 are phyvsicians. 3/

Direct comparison with similar figures from the civilian sector is diffi-
cult because the MHSS is designed to provide all the health care necessary
to support the various communities it serves. Besides inpatient and out-

patient care, a base or post-hospital provides:

/ Summarized from Report of Militaryv Health Care Studv. Department of
Defense, Department of Health, Education and Welfare, and Office of
Management and Budget, Dec 75, pp. l4-16.

IS

w
~

Vernon McKenzie. Principal Deputy Assistant Secretarv of Defense (HA).
Testimony before the Subcommittee on Militarv Comnensation of the Committee
on Armed Services, U. S. House of Representatives, 23 Mav 1979.




force in a phvsically and mentally combat-readv status.

Dental care to some community members.
Occupational health services to all emplovees of the installation.
Infectious disease and vector control programs.

Water purity and affluent testing for the installation itself.

The primary objective of the MHSS is the maintenance of the military

Small animal clinics, especially for zoonotic diseases.

Inspection for wholesomeness of food sold on the militarv installation.

Inspection of all food preparation on the military installation.

In a militarv setting the hospital is responsible for functions usually

performed bv the Federal Aviation Administration (FAA), U. S. Department of

Agriculture (USDA), Public Health Service (PHS), State and county health

departments, Office of Safetv and Health Administration (0OSHA), private

practitioners, dentists, and the countv hospital.

The

Beneficiaries of the MHSS include several categories of beneficiaries.
largest ones are:

Active duty personnel (includes Armv, Navy, Marines, Air Force, Public
Health Service and others).

Dependents of active dutv personnel.

Retired service members.

Dependents of retirees.

Dependents of personnel who died while on active duty.

Dependents of deceased retired personnel.

e em W cw e 4n mwar e - - - - - - — - [, -

Other objectives are:



The twe categories of dependents of deceased personnel are usually con-

sidered together under the title of survivors.

G !
X P, s e . e 4,
The MHSS serves about 9.5 million beneficiaries. There are 2.0 million =

active dutv personnel -- 1.4 million in the United States, 400,000 overseas
and 200,000 afloat. These active duty personnel have 2.9 million 21 depen-
dents of whom 300,000 are overseas. Approximately 1.2 million 5/ men and
women draw either disability or non-disability pensions and are eligible for
care in MHSS. An additional 3.1 million 2/ people are dependents of retirees
and are likewise eligible for care. And the approximately 350,000 8/ who are
survivors of active duty and retired personnel are also beneficiaries. In
addition, occupational health programs are provided to an emplover with 1.1

million 9/ civilian emplovees.

Differing beneficiarv classes have differing entitlements to services

19/

within the MHSS. Active duty personnel are entitled to complete medical

/
’

and dental care from military facilities. i1 All other classes of bene~

ficiaries mayv receive medical care in military facilities only when space

4/ Selected Manpower Statistics, p. 49.
5/ 1Ibid., p. 148.
6/ Ibid., p. 155.

J~1

Derived from Ibid., p. 155 and Danny Cook, Demog:i. .aic Data of Militarv
Beneficiaries: 1978, p. 17.

8/ Report of the Mjlitary Health Care Study, p. 25.

9/ Selected Manpower Statistics, p. 9.

10/ Title 10, USC, Para. 1076 and 1078.

11/ 1f active dutv nersonnel receive care from civilian sources, the bills
are paid bv the nearest uniformed services facilitv.
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anc staff are available. If space or 2 particular service is not availalie
in military facilities. other classes cof beneficiaries must seel care ‘rorn
civilian sources or other militarv facilities. Care fror civilian sourcecs

for all beneficiaries other than active dutv personnel comes under the

CHAMPUS prograr.

Dental care is more restricted. Active duty personnel are entitled to
full care. Retirees mav receive care, if space is available. Dependents
of retirees and active duty personnel and survivors mav receive only
emergency care. Routine care for the last three classes is not authorized
unless thev are overseas or are in one of the approximatelr 100 areas in
the United States. which have been designated as ''remote areas,’ because

adeguate dental care is not available in the civilian sector. CHAMPUS

will pay for dental care onlyv when it is an acjunct te medical care.

CHAMPUS is a United States government financial mechanism which partiallv
reimburses beneficiaries cr the providers for health care services receivec
from civiliar sources. It was designec tc supplemen: care available :ir
uniformed services facilities. CHAMPUS provides extensive coverage of both
inpatient and outpatient mecical care. Ir additior, there is a special
program of non-medical rehabilitative benefits for the ohvsicallv handi-
capped anc mentally retarded who are spouses or children of active duty
personnel. Dental care under CHAMPUS is limited bv law tc that required
£s a necessarv acdjunct to medical or surgical treatment. A age 65 anv
beneficiarv, other than an active dutyv dependent, who is entitled tc hosvital
benefits under Title XVIII of the Social Securitv Act (lledicare), loses

his CHAMPUS eligibilirtv.




The program's cost-sharing features as of October 1. 1979 are summarized

in Table 1-1.
TABLE 1-]
CHAMPUS COST-SHARING PROVISION
INPATIENT OUTPATIENT
Active Dutv Denendents
The beneficiaries pav $5.07 The familv pavs first $50.00
per dav or $25.00 admission, per person each vear --
whichever is greater. up to $100.00 per familv ~-
plus.
20° of additional charges.
Retirees, Their Dependents, Survivors
The beneficiaries pav 25% The familv pavs first §50.00
of all charges. per person each vear --

up to $100.00 per familv =--

plus.

257 of additional charges.




STATEMENT OF THE PROBLEM

That heslth care is par: of the militarv compensation nackage has long
beer acceptec. However, the ramifications 0f that acceptance have not been
explicitly spelled-out or widelv recognizecd.

"Health care tends tc be viewecd by the managers of the svsten
not as & guaranteed benefit at some specifiec level but as a
serendipitous bv-product of a health care establishment that
exists to maintain the health of the Active Duty force and to
provide wartime support. Military beneficiaries, on the other
nand., have come to expectr a guaranteed benefit. The divergency
cf{ these twe philosophies appears te exrlain much of the frus-
tratec expectations anc dissatisfaction.” 12’

Tr.is comment from tnhe Defense Resource Management Studv best summarizes

the confusion facing the healtr benefits issue todayv.

Tne era of all-vclunteer force and its recent problems in recruiting anc
retentzion have drawrn attentior tc an important compensation area. Perceptions

abcul tnat pacikage have changed teo rthe ooint that Its sunericrity _s no longey

!

.
-

[V}

l

recognized by the peorle it serves. The health pbenefir is rankecd bv ser-
vice personne. as :he second most impeorzant (after retirement) of all ¢f the

1w L : . X
— Findings of the Cost and Value Survev suggest that the

3
»
re
]
i8]
-
(&)
]
=}
®
LXN
e
(ad
wn

nea.:r. penefit is a most efficient compensation tocl. Militarv personnel. on
the average. value thic benefit at several times its cost tc the government.
Just now man\ times depends cr the assumptions made about allocatiorn of over-

neac zosts. The value ranges from 2.6 to 3.0 times the cost tc the govern-

[y
"

ment.: -

v
[

Donalc B. Rice. Defense Resource Management Studv, Final Report. o. S..

Military Health Benefit Studv, pp. l1-12, Cost and Yalue Studv, r. I76.

o

i Thiré Quadrennial Review of Militarv Compensation, Staff Studies., Vol.
5
111, p. 22-27.

e e

¥

Cost and Value Studv. p. 2¢7.

[

|




The multiplier effecrt werks in the other cirection as well.
the effect ¢of a smalil change in policy or services offered has a much

greater effect in the percertions cof the beneficiaries. The publicatior

of the Cost and Velue Survev results should increase awareness among

the managers in the 'MHSS and among management throughou: the Federal

government.

Some progress in creating that necessarv management awareness has

already been made. For the first time in the institutional memory of

the 0fiice of Planning ancd Pelicy Analvsis, the fact that the military

health benefit is compvensation has been explicitly recognized. Secre-

tary cf Defense Brown sc stated irn the Consclicdatec Guidance for FY 81-8:%.

"With regard to defense manpower, it is United States policy
.

to: attain a cost-effective Militarv Health Services Svstem
which satisfies militarv mecdical support reguirements and
provides quality care te all beneficiaries as a part of a
benefir package which is an explicit, integral component of
miiirary compensation policv." 16°

Management attentiorn nas alsc beern focusec on the MHSS as a resul: of

internal trends as wel.. Recent increases in CHAMPUS utilization. in criti-

cisms cf the MHSS's availatilitv of services and decreases ir the phvsiciane

available to provide those services have caused upheavals in uniformec ser-

vices facilities. As a result, a great deal cf concern has develoved regarding

the extent to which the DOD beneficiary has been denied health care at the

militarv health facilities of the uniformed services. This concern bv Con-

gress, the Office of the Secretarv of Defense and the QCffice of the Assistant

16’ Consolidated Guidance, FY 31-85, p. 33.
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Secretary of Defense for Health Affairs resulted in the conducting cf
177, . ‘ , ) . ,
a study —  ir the Fall of 1978 to determine the extent of the reduction

ir services provided in the militarv health care svsterm that occurred

in FTY-78 and the reasons for those reductions of services.

The closure and/or curtailment of health services in the Department
of Defense were identified by the studv as problems of significant magni-
tude to have affected all beneficiaries of the Militarv Health Services
Svstem. The closures and/or curtailments involved the entire spectrum
of health care disciplines —- from the most rudimentarv screening pro-
cedures to the most sophisticated specialties and sub-specialties

necessarv to provide modern "state of the art" health care.

The impact of those actions when examined across DOD is quite
dramazic. Table 1-2 reflects a total of 427 services that were either
curtailed or closecd during FY-78 in DOD medical facilities that served

. R ¢ . e 18/ .
approximatelv 5.5 million of the beneficiaries. — This represents
60% of the estimated 9.5 millior worldwide beneficiarv population. The
effect on these beneficiaries has been to denv ther some specific ser-

vices anc to raise questions as to what, in fact, their health benefit

reallv is.

A brief review of the collected data for the studyv indicates that the
primary reason for the closures and curtailments of services was the
shortage of physicians in the MHSS. The total figure of 427 services closed

or curtailed represents a minimur because additional services would have beer

17/ Adrienne Eddings. Closure and Curtailment of Health Services.

18/ 1Ibid., p. 11.




11

Branch
of
Service

Army

Navy

Air

Force

TOTAL

TABLE -2

19/

SUMMARY OF FY-78 SERVICES CURTALLED

Total Toral Number Services Total Number Services Civilian Contracts
Number Total weeo . Llosed o Curtailed rmMame‘mmmhmw‘mmmﬁwmmw
Services Number To Relieve
Closed Or Beneficiaries Doctor
Lurtailed  Affected Tewporarily Aundefinitely — Tewporarily Indefinitely  Toral Shortage
159 2,402,763 16 24 84 35 2,220 210
134 2,329,108 14 41 473 36 22 8
134 746,033 24 24 37 45 58 24
427 5,477,904 54 93 164 ile 2, 300 240
19/ 1bid.
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closed, if contracts had not been let to obtein civilian phvsician coverage
of threatened services. When the 242 additional civilian contracts are also

included the number of health services affected rises to 669. 29/

The closure/curtailments cited above are dramatic evidence that the
declining health benefit in the military services is a reality and has

become a problem of major proportions.

As evidenced by the cutbacks the direct care portion of the MHSS is
no longer able to offer the level of service it once did. To obtain
these services, beneficiaries must seek civilian sources under the other
portion of MHSS -- CHAMPUS. However, there is evidence that for the bene-
ficiaries. the alternative of civilian care under CHAMPUS is considered

less than satisfactory.

The Air Force CHAMPUS Medical Survey for 1978 indicated such dissatis-
faction with CHAMPUS. When asked how they rated the program overall, the

respondents revealed that:

TABLE 1-3

AIR _FORCE SURVEY RESULTS-OVERALL CHAMPUS RATING

PERCENTAGE OF 2%/
OVERALL RATING RESPONDENTS
Excellent 6
Good 21
Fair 26
Poor 17
Very Poor 14
Don't Know/No Opinion 17

20/ Ibid.

LS )
—
~

Air Force CHAMPUS Medical Survev fer 1973, Draft, p. 8.

l




When asked whether or not they agreed that CHAMPUS met their health
needs, the following answers were received:
TABLE 1-4

AIR FORCE SURVEY RESULTS-CHAMPUS MET HEALTH NEEDS

CHAMPUS MET PERCENTAGE OF

HEALTH NEEDS? RESPONDENTS 22/
Strongly Agreed 9
Agreed 33
Undecided 29
Disagreed 21
Strongly Disagreed 8

It is clear that a large portion (29% to 30%) of the Air Force active
dutv personnel are dissatisfied with the CHAMPUS program. The Utilization

23/ e .
Survey — identifies the use of civilian sources of care bv all categories
of beneficiaries of the MHSS. Air Force personnel and their families show
the lowest usage of civilian sources. It is reasonable to assume that the
other services, with higher civilian usage rates, have similar problems of

personnel dissatisfaction with the CHAMPUS program.

TABLE 1-5

UTILIZATION SURVEY~ACTIVE DUTY FAMILIES 24/

USAGE OF MEDICAL FACILITIES

BRANCH OF SERVICE 7% VISITS TO CIVILIAN SOURCES

OF SPONSOR TO VISITS TO ALL SOURCES
Army 15%
Navy 18
Marine Corps 20
Air Force 14
All 16%

22/ 1Ibid., p. 9.
23/ 1Ibid.
24/ €. J. Schumaker, Jr., Selected Measures of Health Services Utilizationm,

1978: Military Beneficiaries, p. 7.
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This beneficiary dissatisfaction with CEAMPUS and the trend of curtail-
ment of services in the uniformed facilities may have far-reaching conse-
quences because of the relatively high value placed on the health benefit
by military personnel. It has become necessarv for the services to begin
exploring wavs of providing an improved health benefit that will, hooefullyv,
decrease dissatisfaction with CHAMPUS and lessen pressure toward the uni-

formed facilities.

Presently, eligible beneficiaries do not have a DOD-provided alterna-
tive te MHSS. Increasingly, emplovers are offering their emplovees an

25/

informed choice of, at least, two emplover-financed health care plans. —

The MHSS has been criticized for providing a2 non-competitive health
. . 26/
care plan to a captive pooulation. =—  Although recent survey results
indicate that most. beneficiaries are satisfied, there appears to exist a
minority who are dissatisfied and/or who do not exercise their entitle-
ment. In the 1978 Utilization Survey, 80.4% of the active duty personnel

and retirees were either satisfied or very satisfied with the overall quality

. . . ‘s . 27/
of medical care received in military health services. =

The Militarv Health Care Studv was completed in December 1975. The
final report contained nine spnecific interrelated recommendations that

deal with medical care delivered in CONUS military medical facilities and

25/ Such as Goodyear Tire and Rubber, the United Auto Workers, Southern
Railroad and General Motors.

26/ Militarv Health Benefits Study.

27/ C. J. Schumaker, Jr.., Satisfaction with Health Services: Military
Beneficiaries, p. 13.
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»v civilian providers financed bv DQD through CHAMPUS. The recommendations
were intended as long-term guidance and were designed to provide & frame-
work within which details of management and organization coulé be adar:ted

tc changing requirements and circumstances within anc without DOD.

This study will address a facet of one area of one of the recommendations
from that report:
- Consideration should be given to the feasibility of allowing

dependents of active dutyv members, retiree families and survivor

families to select & health care program other than that pro-

. . . . e 28/
vided in uniformed services facilities or under CHAMPUS. —

In November 1977 the Defense Resource Management Study was commissioned
bv the Secretarv c¢f Defense in response to a request by the President.
Among the major areas of studv was the Military Health Services System.
The final report was published in Februarvy 1979. Among its recommendations
was that the Department cf Defense consider a test of the concept of offering
all non-active dutv beneficiaries the option to enroll in the choice cof
nealth care plans available locally. Part of the rationale for this recom-
mendation was that it would relieve the pressure of excess demand. enhance
beneficiarv satisfaction, introduce competition into the direct care system

and that offering a choice was consistent with national policy.

This report will compare the group who would prefer an alternative to

MHSS with those who do not so as to determine what factors are similar

28’ Report of the Militarvy Health Care Studv, p. 88.




between each group and wha:t factors are dissimilar betweern the groups.
Specificallvy, this report will compare the 307 of respondents te the
Militarv Cost ancd Value Survey whe indicated theyv preferrec hyvpothetical
alternatives to the current structure of their heglcth ceare penelit to
those who preferred the current structure. 3Brieflyv. zlternatives
cffered were the standard high option Blue Cross plan including dental

coverage, the same Blue Cross plan without the dental benefits and a

health maintenance organization.
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LITERATURE REVIEW

Despite &

<

substantial increase in interest in health services organiza-
tion and utilization, ne common

theory explaining health behavior and
health services utilization has become widelv accepted.

Rather, what has
emerged is a loosely structured

framework derived from many differing
pieces of research which support some hypothesis better than others.

Several analytical approaches have been used to explain health
behavior.

The interactions between these differing approaches have served
both to enlighten and confuse.

Modifications to each have been made as

weaknesses have been presented, but overall the effect has been confusing

with differing hypotheses tryving to explain the same behavior.

A dis-
cussion of each of the major approaches follows, with a sampling of the
work done in each.

A more complete bibliographv in each of the approaches
was beyond the scope of this study.

Economic - Some of the earliest literature began what turned out

to be an extensive study of the link between income and health services
A . 29/
utilization. —=

Added to the frey have been several studies that

suggest not onlvy that income effects utilization but also that the

method of pavment influences utilization. Many of these studies have
suggested economic factors may act as deterrents.

The evidence was
strong enough that the link was generally accepted, leading to usage

of terms such as ''financial barriers,” "economic access' and "economic
barriers."

29/

Victor R. Fuchs (Editer), Essavs in the Economics of Health and
Medical Care.
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The evidence is not unanimous, however. McKinlev X contended that
the link or barrier would onlyv partiallv explain under-utilization. He
pointed out twe weaknesses of an economic approach: that proponents fail
to consider the indirect effect of income in greater particivation in
social svstems which bring the potential patient into greater contact with
the health service delivery system, and that level of income by itself

does not adequately describe variations in patterns of utilization.

Berkanovic and Reeder-él/ also object to the concept of financial
access on the explanation for utilization patterns. They raise four
objections: 1) there are cultural, not economic differences. as to
what kind of svmptoms need medical attention, 2) when economic barriers
are removed. utilization is not necessarily higher among groups with
nigher levels of morbiditv, 3) behavior in seeking preventive services
varies within groups with similar levels of income, andé &) the rate of
phvsician visits has increasec among low income groups and is now nigher
than for other groups. Theyv go on to list three other cultural influences
that affect health services utilization: behavior and different expecta-
tions between consumer and providers; differing vulnerabilities to ego
assault in the provider-patient encounter; and prejudices (oredominantlvy

middle class) of the providers.

30/ John McKinlev, "Some Approaches and Problems in the Studv of the Use
of Services - An Overview,'" Journal of Health and Social Behavior,
June 1972.

1/ Emil Berkanovic and Leo Reeder, ''Can Monev Buv the Appropriate Use of

Services? Some Notes of the Meaning of Utilization Data.” Journal
of Health and Social Behavicr, June 1974,
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In a further examination of Berkanovic and keeder's four objectives,
';'\ !
Adav —'  contended that those data were misleading, that those data should
be re-examined in light of utilization relative to need (as measurced bv
disabilitv dave). She arpgued that such re-examination resulted in the con-
clusion that utiliration relative to need is still dispropertionately lower

among the poor than the non-poor, even when 1nsurance among levels were

considered.

She examined other ecclogical factore as well -- travel time, presence

L)f

a usual source of care, appointment visiting time and office wasting
time. She found no consistent relationship between those variables and a

use disability ratio excent for a lower rate of uses amonp those who have

no regular source of care (except the non-poor insured).

Ac with income. the link between health care utilization and distance
traveled to the source of care has received a good deal of scrutiny over

the last twentv vears.

. . 33/
Ir an early studv of western Pennsvlvania. Ciocco and Altman = found

4 difference in utilization rates bv type of provider according to the
vistance necessary to travel to obtain care. Those whe had to travel further
tin rural arcas) had lower rates of physician utilization or specialists than

did residents of the more urban areas where the specialists were located.

32/ LuAnn Adav., "Economic and Non-economic Barriers to the Use of Medical
Services,'' Medical Care, June 1975,

33/ Ciocco and Altman, 1. "Medical Service Areas and Distances Traveled
for Phvsician Care in Western Pennsvlvania," Public Health Monograph.
No., 19, 1054,
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Weiss, Greenlich and Jones 347 supperted the traditional finding. that
more visite are made to the facility nearest the patient’'s residence. This
relationship was found to have weakened as the difference in distance
petween equal facilities declined. Not significantlv related in any travel

-

. 35 ; )
patterns were disease categorv 33/ or demographic variables.

Weiss, Greenlich and Jones-zé/ examined distance traveled to and found
it to have a differential effect, depending on the social class of the

patient. In fact, they found that social class was the more powerful

variable, being in turn modified in its effect by distance to the appropriate

medical facility. Also, the additional variable of point of entrv into
the medical service svstem was found to interact both with social class and

distance.

Bosanac, et al-gz/ continued to examine distance to a facilitv as a
planning factor. However, they defined distance in terms of time instead
of space. This distance can be quite significant in West Virginia where
the study took place or any other area where geographic obstacles may be
a factor. Any large geographic feature makes the application of policy

based on a measure of distance unrealistic at best.

34/ James Weiss, Merwvn Greenlich and Joseph Jones, '"Determinants of
Medical Care Utilization: The Spatial Factors.”" JInquirv, Dec 1971.

35/ Acute, chronic - or other, Ibid., p. 460.

36/ James Weiss and Merwyn Greenlich, "Determinates of Medical Care
Utilization: The Effect of Social Class and Distance on Contacts
with Medical Care System." Medical Care, November 1970.

7/ Edward Bosanac, Rosalind Parkinson, and David Hall, '"Geographic
Access to Hospital Care: A 30-Minute Travel Time Standard," Medical
Care, July 1976.

o s e r— e e+ e - - - - - [, -




. , 38 ) o . . .
Shannor anc associates —— reviewed the developmen:t of the concert over

nearlv £ifty vears. Thev cencluded that more development 1€ necessary. The
traditional linear meascrements of Jdistance have not beer satisfactorv. Thev

suzgest further examination c¢f twe dimensicnai; vector measures will be more

pronising.

Social Psvchological ~ Besides the ecological ancd demographic approach

the social-psvchological approach has been the most extensively explored.
The object of such an approach is to explain health services utilization

behavior in terms of motivation. perceprtion and learning.

Consumer attitudes toward phvsicians in Fort Wavne, Indiana, were
o - 3¢/ . . , .
examined by hulka, et al =’ in an attempt to measure satisfaction with

care received. They found differences associated with race. sex, ages.

phvsician continuity and tvpe of insurance coverage.

Age, number of children in the family, perceived threat of symotoms
and the perceived benefits of the health services system were found to be

. o . . . . 40/
"triggered" by or of utilizatiorn behavior by Kirscht, Becker and Eveland.—

. 41/ .
Tessler and associates — demonstrated that psychological stress was

one of the determinants of phvsician utilization. Specificallv eliminated

38/ Gary Shannon, Rashid Bashshur and Charles Metzner, "The Concept of

Distance as a Tactor in Accessibilitv and Utilization cof Health Care,"
Medical Care Review, July 1969.

39/ Barbara Hulka, et al., "Correlates of Satisfaction and Dissatisfaction

with Medical Care: A Communitv Perspective," Medical Care, August 1975,

40/ John Kirscht, Marshall Becker and John Eveland, "Psvchological and Social

Factors as Predictors of Medical Behavior,” Medical Care, Mav 1976.

1/ Richard Tassler, David Mechanic and Margert Dimond. "The Lffect of Psycho-
logical Distress on Phvsician Utilization: A Prospective Studv, Journal
of health and Social Behavior, December 1976.
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as other possible explanations for the relationstip shown were more illness

among the cistressec. greater troprietv tc use health services anc anv

ar
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tucina. pre-disposition to use pnvsician services.

Socio-cultural - Variations in heaith services utilization can be

exr.ained by the unique aspects cf the culture cr sub-culture c¢f a particular
sociasl group. Examples of variables considered in this aporoach are: cultural
definition of illness, cultural definition of illness behavior, life stvles,
farmilial composition.

-~

Suchman'i: examined knowledge about disease, attitudes towards medical
care anc behavior during iliness among different ethrnic groups in a mixed
New York City neighborhood. Differences in each variatle were found among
the five groups survevec. These differences were relatecd to the form of the
social crganizerion within the ethnic groups. The more ethnocentric and
conesive the group, the more likely its members were tc have low knowledge
about disease. skepticism towarc providers, and be dependent during illness.

The amount of variance between differing cultural groups were striking.

Geersten, et al 43/ did not find support for Suchman's model in a study

of a more homogeneous grour ir Salt Lake Citv. However, neither the counter-
indications raisec nor the further research suggested questioned the appli-
cability of the approach. The disagreements were onlv over the specific

measures used and the conclusions drawn.

Social Svstems - The last twenty vears have seen the systems approach

spread to nearlv all social service areas. 1ts application to health services

42/ Edward Suchman, 'Sociomedical Variations Among Ethnic Groups,' American
Journal of Sociologv, November 1964.
43/ H. R. Geersten, et al, "A Re-Examination of Suchman's View on Social

l

1"

Factors in Health Care Utilization," Journal of Health and Social

Behavior, June 1975.
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utilization has seemec particularly promising ir light of the variety of

the other approaches used in this area. The social svstem analvsis approaches
health services behavior in terms of characteristics of the health service
svstem: organization, population factors (age, ethnicitv), ecological

factors (proximityv te care).

Hershy, Luft and Gianaris L4/ designed a systems model that included demo-
graphiec, socio-cultural and health system characteristics. They surveved
families in a rural community. By including zlternative sets of independent
and dependent variables in a multiple regression analysis they pointed out
that the omission of certain factors can lead to quite different interpreta-
tions of the resulting analvsis. Incorrect interpretation will result

unless all of the necessary factors are included.

4
Anderson 45/ and Burtkus 46/ used systems approach in a study of university

students in a prepaid éroup health plan. Their model used ecological-demo-
graphic, social-psychological and need variables. They found that demographic
variables did not have a direct effect on health behavior but thev had an
indirect effect bv influencing symptom sensitivity, need and evaluation of

services provided, which, in turn, had a direct effect on health behavior.

Behavorial Frameworks - The diversity and relative advantage and dis-

advantage of each of the approaches discussed make obvious the need for a

unifying framework that will encompass all of the varying approaches.,

44/ John Hershy, Harold Luft and Joan Gianaris, ''Making Sense Out of Utiliza-
tion Data,' Medical Care, October 1975,

45/ James G. Anderson, "Demographic Factors Affecting Health Services Utiliza-
tion - A Causal Model," Medical Care, March-April 1873.
46/ James G. Anderson and D. E. Burtkus, 'Choice of Medical Care: A

Behavioral Model of Health and Illness Behavior," Journal of Health and
Social Behavior, September 1973.
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Suct. & framework was provided bv Anderson. — He took the aprlicatlie

variables from each of the approaches and structurecd ther inte three major
categories - predisposing, enabling and need variables. Pre-disposing
variables include such things as familv composition. socisl structure,

and health beliefs. Enabling variables are familv resource and communitv
resource factors. Need variables include both illness and the patient's

response to that illness.

8/

. 4 . . . .
Wan and Yates —' took Anderson's framework and demonstrated its effi-

ciency with 18 difference predictors in a different setting.

Wan and Soifer 49/ tested 18 variables to determine their causal
ordering of predicting phvsician visits. They surveved some 2,100 house-
holds in New York, and Pennsvlvania, and used path analysis to test a
behaviorial framework. Thev concluded that the need for care, average
cost per visit, health insurance coverage and age had the strongest affect

on physician utilization.

50/

Galvin and Fan also used path analvsis to test a model of utiliza-

tion. Their model was derived from a sample of 1,000 households in Los

47/ Ronald Anderson, A Behavior Model of Families' Use of Health Services.

48/ Thomas Wan and Ann Stromber Yates, "Prediction of Dental Services
Utilizatien: A Multivariate Approach,' Inguiry, June 1975.

49/ Thomas Wan and Scott Soifer, "Determinants of Physician Utilization:
A Causal Analysis," Journal of Health and Social Behavior, June 1974.

50/ Michael E. Galvin and Margaret Fan, "The Utilization of Physician
Services in Los Angeles ‘County, 1973," Journal of Health and Social
Behavior, March 1975.




Ange.es. Thev found davs cisabled., public insurance and sex tc be kev
variarles. 1n additiorn., age was alsc a significant centributor te the
exrlanative power ¢! the mode. through disabilitv davs anc public

lnsurance coverage.

1

S

: . S .

Another model was developed and supported by Wolinsky — in a sur-
vey cf lowa households. This included: factors of the population at
risk (orecisposing and enarling characteristics), utilization. svstern
characteristics and consumer satisfaction. His model nostulated that
" s e . . . . . C e

enabling characteristics are caused bv the predisposing characteristics;
noq
illness is caused bv the enabling and predisposing characteristics.” —'

Adcéitionallv. future utilization is dependent on satisfaction which, in

turrn. is influencec bv previous utilization.

Schumaker 23 states that health service utilization behavior is the
recult of the interaction of three factors -- social background., inter-
vening and health status variables. The social background are those
population characteristics., such as age, sex, ethnicitv. Intervening
variables fall within the three-sub~categories of predisposing (attitudes).
enabling characteristics anc consumer satisfaction. Health status is not

onlyv the overall health of an individual but also the specific svmptom

that "triggers' utilization.

51/ Frederic Wolinsky, "Health Services Utilization and Attitudes Toward
HMO's: A Theoretical and Methodological Discussion,’ Journal of
Health and Social Behavior, September 1976.

i

Ibid., p. 223.

w
W

C. J. Schumaker, Jr., Health Services Utilization Studv Proposal.
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The movement of the study of health utilization behaviecr (as reflected

in this review) has been toward more complete frameworks that attempt tc

measure very complex behavior. Certainly there is no general agreement

in the £field, but the direction of effort seems to be clear.

One aspect of utilization behavior that has vet to become integrated
inteo the behavioral frameworks hes been the organization and financing of
the health services delivery system. The review of the previous work in

this area follows as a2 separate section.

- e~ -




APPLICATIONS TO HEALTE BENEFIT PROGRAMS

As the pooularitv of the health maintenance organizations grew, spreading
eastward from the Kaiser Permanente Group, the studv of aiternative organiza-
tions concurrently increased. Part of this overzll increased level of activ-
itv has been directed at the determinants of the choice made when the con-

sumer is presented with one or more alternatives.

. 54/ . . - . .
Moustafa and associates — surveved University of California, Los

Angeles, emplovee subscribers of a Kaiser plan and a basic Blue Cross alterna-
tive. They discovered that consumers were unaware of the specific services
offered in the respective coverages, although emplovees had realistic concepts
about the general scope of their coverage. Furthermore. most knew if their
respective plans had open or closed phvsician panels. Thev concluded that

the consumers choice of an alternative was related to the characteristics of

the plan.

Roghman, et al 23/

reported similar results from two survevs in different
situations. Each was the offering of alternatives at a place of emplovment;
the first surveyv being more limited in scope than the second. Theyv found
that: there are those who are not integrated into the present care svstem

and those who appreciated the care characteristics of a proposed plan (compre-
hensive and preventive care). No differences were found as to risk vulner-

abilirv, out-of-pocket expenses, health status and ambulatorv care utiliza-

tion rates.

54/ A. Thuler Moustafa, Carl E. Hopkins and Bonnie Klein. "Determinates of

Choice and Change of Health Insurance Plan.' Medical Care. Jan-Feb 1971.

55/ Klaus J. Roghman, et al. "Who Chooses Prepaid Medical Care: Survev
Results from Twe Marketings of Three New Prepayment Plans,” Public
Health Reports.




Tressler and Mechanic éé/ founc that level of education, marital status.
integration within the medical svstem anc travel time were major determinants
of 2 choice in a prepaid plan. Not supported in this study was the risk-
vulnerability hypothesis, that is, those with higher perceived risk (and use)
would choose the more comprehensive coverage of a prepaid plan vis-a-vis a
liberal Blue Cross/Blue Shield coverage. Also not supported were selections

based on neuroticism or preventive health behavior.

7/ X .
Bice, 22" on the other hand, supported the risk-vulnerability hvpothesis

through a prospective studv of enrollment in & prepaid group practice among
a group of families eligible for Medicaid. The families' health status and
prior utilization were poor predictors of enrollment in the prepaid plan until
economic factors were included. The families in this studv tended to enroll

ir. the prepaid plan, if their out-of-pocket costs would be reduced.

8/

Kirscht, et al 28 investigated the relationship between the presence of
symptoms in a child and the mother's seeking care for that child. Thev found
various social and psvchological variables (personal coping abilities, situa-
tional barriers, predispositions) affecting the use of a particular health
care svstem. 59/ Each variable had differing roles depending on the particu-
lar situation. Kirscht et al concluded: situational factors were important

in determining health behavior and health beliefs predicted behavior across

varving situations.

56/ Richard Tressler and David Mechanic, "Factors Affecting the Choice
Between Prepaid Group Practice and Alternative Insurance Programs,”
Milbank Memorial Funé Quarterlv.

57/ Thomas Bice, "Risk Vulnerability and Enrollment in a Prepaid Group
Practice,'" Medical Care, August 1975.

58/ Kirscht, Becker and Eveland, op. cit.
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Scitovskyv, McCall and Benham 80/ examined the subscribers of twc pre-
paic¢ plans at Stanford Universitv. One plan was a Kalser plan providing
service at a somewhat lower cost in three different facilities: the other
was a large prepaid group practice that containecd e standard Blue Cross
hospital policy to cover inpatient care. Income and distance were found
to be the two major determinants of choice. Preference for the less
expensive Kaiser plan increased as family income decreased. Preference
for the Kaiser plan alsc increased as the distance from the subscriber's
home te the nearest Kaiser facilitv decreased and the distance to group
practice facilityv increased. Additionally, continuity of care influenced
preference as the Kaiser plan was newlv offered. Based on the characteristics
of those families who chose Kaiser, some of the families who subscribed to
the other plan would have been expected to prefer the Kaiser plan., but
didn't. Scitovskv, et al suggest that this will be the case whenever a

new plan is offered when another is alreadv well established.

Berki and associates 51/ studied the factors affecting choice in a situa-
tion involving a gquadruple choice -- Blue Cross/Blue Shield. one open panel
plan and two closed panel plans. Thev reported no preferred differences
according to health risks, but that low income families did prefer closed
panel HMOs. Younger families, and those families that were larger, preferred
HMOs. Those families that already reported a usual source of care preferred

an arrangement where that relationship would continue (BC/BS or the open panel

60/ Anne A. Scitovsky, Nelda McCall and Lee Benham, "Factors Affecting the
Choice Between Two Prepaid Plan," Medical Care. August 1973.

61/ S. E. Berki. et al.. "Enrollment Choice in a Multi-HMO Setting: The
Roles of Health Risk, Financial Vulnerabilitv, and Access to Care.,"
Medical Care, Februarv 1977.




plan). Other variables of health status, health concerns, and prior
utilization were not supportec bv their data.

s/
Qo

Berki et al continuecd this analvsis to a second stage. Using a
multi-variate probability model (logit) thev showed five predictors of
preference: source of care (increase of access), familv life stvle,
chronic conditions within a family (risk), per capital income, and health
concern (beliefs). Having: & usual source of care (or preference te¢
keep one): vounger and larger families:; higher incomes; and a chronic
condition within the familv, showed a preference for an open panel plan.
On the other hand, a higher level of health concern influenced preference
for a closed panel plan. This function predicted correctly enrollment in

any HMO more than 507 of the time for 60% of the sample.

o
[}
~

S. E. Berki, et al., "Enrollment Choices in Different Tvpes of HMO's:
A Multi-variate Analvsis,' Medical Care, August 1978.
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inflvuences orn heaith benavior.
TABLE 1-6
TARIARLES TC BE EXAMINED
Social Background
Ltiinic background of Familw
Religion
Education cf Spomsor
Leng:tn cof Service of Soonsor
Branch of Service of Sn»onsor
5 -
.
A
\
F
G
Satisfacrtion
Satisfaccion with Ouality of
Engtling Characteristics
sccess
Travel Time
Appeintment Delav
waiting Roorm Time
In/Out ¢©f a Catchment Ares
Tacility Size
Income
insurance
Uareimbursed Medical Expenses
Usuval Scurce of Care
Hezlth Status
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Seif-Renorted Health
Previous Utilizarion
Provider Visite
Tacilitv Visits
Hospitelization

Care
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A. Preference for an alternative to the present form of crganization of
health services delivervy ir the MHSS varies acccrding tc the social back-
ground characteristics of the resvendent's familv., Man is. after all. the
sum of his background anc experiences, anc thev cannct bur influence nis

behavior.

A.I.Ho: There is no difference in preference for altermatives to MHSS

according to the ethnic background of the respondent.

Definition of illness, illness-behavior, the role of health professional
all differ greatly between cultures. Sub-cultures of one societv may view
each of those three variables in a different wav. Members of the sub-
culture wouléd then behave differently, based on the beliefs about those
things that he learned frqm sub-cultures. The labels we, as a societyv,
attach te an ethnic background provide an easilv quantified (if over-
simplified) summary of a person's cultural background. That label, in turn,
should indicate the health-related values ingrained by the respective

sub-culture.

A.2.HO: There is no difference in preference for alternatives to the

MHSS according to the religious practices of the respondent.

Certainly, religious beliefs influence health behavior. Those beliefs
may affect only one particular area or mav influence the use of all the

services in a particular deliverv system.

The Christian Scientists are the most obvious example of the latter.
The effects of beliefs among others mav be less obvious but are no less

important.



A.3.Ho: There is no difference in preference for alternatives to the

MHSS according to the level of formazl education reported bv the respondent.

The level of education of the respondent should affect health behavior
as it affecte other behaviors. 1Its effects are both direct and indirect.
Direct effects would include ability to communicate prior knowledge about
given conditions and/or treatments and the perceptions of the patient by
the health professionals. Indirect affects would be through the level of
income attained and attitudes about what the proper level of use of a

health professional might be.

A.&.HO: There is no preference for alternatives to the MHSS according

to the length of service of the sponsor.

Length of service (total vears in the military) should be a surrogate
measure of socialization into the military sub-culture and into the MHSS.
Socialization brings both knowledge and acceptance of the socizl svstems.
Knowledge about the details of MHSS should decrease the gap between what
may be expected and what mav be actually done. Increased acceptance, if

onlv resignation, is the result.

A.S.Ho: There is no difference in preference for altermatives to the

MHSS according to the branch of service of the sponsor.

The author's residency has provided ample evidence that there are
major differences in health services delivery among the three Services.
Some of these differences are the result of varving operational orienta-

tions. Aviation medicine ic different from submarine medicine which

is different from the care necessarv for an infantry battalion. as an example.



Likewise, the nature of each service affects the practice settings. In neace-
time the Army has large numbers of personnel in a relativelv few number of
locations -~ a division is 23,000 personnel. On the cther hand, the Air

Force has manv smaller units in geographicallv separateé locations -- the
tyvpical wing having 5-10,090 personnel. The Armv has 51 medical facilities

.- 63/ . ) e
and 771,000 personnel — overall, while the Air Force has 81 facilities and
64/ . o .

570,000 — personnel. The Navy has a combination of both, having personnel
on several hundred ships and a few relatively large land bases with large

. e .. v N ; 65/
medical facilities (36 medical facilities and 721,000 personnel). — Some

cf the other differences among the Services in health services delivery are

mere readily explained by history and tradition.

A.6.Ho: There is no difference in preference for alternatives to MHSS

according to the beneficiarv categorv of the respondent.

6/

. . 6 . . ‘q
There are differences in law —' affecting the availabilitv of care to
differing categories of beneficiaries. The priorities in those paragraphs

serve to implicitly ration scarce medical resources. The priorities are:

1. Active dutyv personnel.

(3%

Dependents and survivors of active dutv personnel.
3. Retired personnel.

4. Dependents and survivors of retired personnel.

63/ Selected Mampower Statistics, p. 35.

64/ 1Ibid.

65/ Ibid.

66/ Title 10, USC, Chapter 55, Paragraph 1074 and 1076.




The offering of an alternarive to the current configuration of the health
care benefit should be attractive to those who may have been denied some

health services because of limited resource availability.

A.7.Ho: There is no difference in preferences for alternatives to the

MHSS according to the age of the respondent.

Age itself has obvious implications for the amount and levels of health
service demands and has been & traditional surrogate for those variables.
It also has indirect effects on other variables which influence hezlth ser-
vice demands (factors such as level of education, marital status, family
size, and income). Wnile the indirect effects are difficult to control in a
studv of this scope. the direct effects should be verifiable. It is assumed
that the older the respondent the higher will be his/her level of use of
health services. That different level of usage would then influence a choice

of alternative forms of delivery.

A.S.Ho: There is no difference in preference for alternatives to the

MHSS according to the marital status of the respondent.

The presence of any dependents in a family unit. and their attitudes,
may affect a preference for an alternative, especially if desired health
services are not available from the MHSS for whatever reasons. In fact,
the presence of dependents should lead to demand for different health
services than were previously used. Experience with different services

should change the respondents view of the MHSS and may change his/her
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rreference for an alternative. The experience of a single serviceman whose
sole use of the MHES has been sick call and/or the emergency room will be
different from the family with children who may have also used OB/GYN,

pediatric services. and the general therapv clinic.

A.9.HO: There is nc difference in preference for alternatives to MHSS

sccording to the number of people within a family unit.

An increasing family size will mean an increasing number of trips to
seek care, making the ease of access to care more important. Likewise, if
there are out-of-pocket or other costs involved with each trip, the presence

of additional family members will create additional financial burdens.

The CHAMPUS deductible is $50 per person or $100 per familv per vear and.
as such, does not differ according to familv size. However. the 207 or 257
deduction will affect each occasion of service. Similar to health insurance,
however, CHAMPUS does not cover routine pediatric cases or immunizations.
These services are available at most military facilities. All of these
factors make the militarv facility more attractive to a large family and
mav make an alternative seem more attractive, if a military facilitv is not

availatle.

A.]O.HO: There is no difference in preference for an alternative to the

MHSS according to the stage in the family cycle.

The stage in the familv cvcle of a particular family will affect the
demands it places upon a health services deliverv svstem. The addition of
the first child to a familv unit makes the access to a pediatrician assume

an importance it lacked previouslv. Or. as another example., although all




the children have left the home, the health demands of the retired couple
will be different than before thev had anv children. Clearly, the stage cf
a familv cvcle will affect the desired attributes of a health services

delivery system.

A.ll.Ho: There is no difference in preference for alternatives to the

MHSS according to the geographic location of the residence of the respondent.

The readv availability of alternative forms of health service deliverv
systems (HMOs) is still not geographicallv uniform. It seemed unlikely to
the author that respondent family units would prefer an alternative to which
thev had had no exposure. Given the recent publicitv about the HMOs, the
author expected more families would prefer them in theose geographic areas
where thev were relativelv more widespread. It was anticipated thzt those
latter areas were the East and West ccasts, since HMO's do not have as

much market penetration in other parts of the country.

B. Preferences for alternatives to the MHSS varv according to the satis-

faction with militarv medicine.

B.l.Ho: There is no difference in the preference for alternatives to
the MHSS according to the satisfaction reported with the qualitv of care

received in military facilities.

There are many aspects of satisfaction that might have been asked. O0f the
measures that were available in the survev instrument the logical choice was
satisfaction with the qualitv of care received in militarv facilities. Dis-
satisfaction with this aspect of the MHSS would implv a strong preference

for an alternative. The link between satisfaction/dissatisfaction with the

- L e e e [ .- - . ——— - -
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quality of care received in civilian setting has a much less obviou

preference for something other than the present form of the MHSS.

C. Preference for alternatives to the MHSS varv according tec the enabling

characteristics of the responding familv unit.

C.l.HO: There is noc differing preference for alternatives to the MHSS

according to the length of time necessary to travel to the usual source of care.

Travel time as an access measure has been studied for several vears. The
literature is extensive and was only covered lightlv in the preceding litera-
ture review section. It was anticipated that those who lived further awav
from a military facility would more often prefer an alternative, since it is

likelv that the alternative might have easier access (less travel time).

C.2.H : There is nc difference in preference for alternatives to the
o P
MHSS according to the usual delay encountered in obtaining an appointment

at the usual source of care.

Appointment delav serves as a measure of both access and consumer satis-
faction. The length of the delav necessary to obtain an appointment is a
fairlv direct measure of ease of access into a particular svstem for a potential
user. Lengthyv delavs force the patient with an acute condition to seek access
through another point in the system (become a walk-in, go to the emergency
room or sick call, etc.) or to seek care in another deliverv svstem. Patients
returning for routine visits or follow-ups mav encounter problems in scheduling
appointments suitable to their schedules. The patients feel pressured to take
whatever is open, because thev know they will have difficulty obtaining anv-
thing else. Appointment delay becomes an indirect measure of patient satis-

faction with the complete svstem as well as generating feelings of satisfaction’




cdissatisfaction on its owr. Patients mav view appointment delav as a svmbol

0f how responsive a svstem mav or mav not be tc their rnceds.

C.B.Ho: Tnere is nc cdifference in prreference for an zlternative tc

T
g
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MHSS according to the length of time spent in the reception roor waiting

for an appcintment at the usual source of care.

Waiting room time is another perceived measure of responsiveness tc¢
the beneficiaries' needs. The patient feels that he ‘she has kept his’her
part of the bargain, if thev present themselves anvwhere near the schedulec
appointment time. Repeated lengthv delavs in being seen mav give the
impression to the patient that the svstem is not being responsive to his ‘her
needs. It was expectecd that the longer the reported waiting room delavs,

the greater the preference for an alternative would be.

C.A.HO: There is no difference in preference for an alternative to
the MHSS according to whether or not the respondent lives within a catch-
ment area of & militarv medical facilitv.

The catchment area is a 40-mile radius around anv militarv medical
facilityv. That particular figure is set in law. &7/ Anv beneficiary
living within the 40-mile radius of a facility must receive inpatient care
in that facilityv. Only if that facilitv certifies that it cannot provide
the necessary care will CHAMPUS reimburse a beneficiarv for inpatient care

received in a civilian hospital. Those families who live outside the 40-

!/ The language setting the 40-mile limit has appeared vearlsy in the
Defense Appropriation Acts beginning with the Act for Fiscal Year 1975.

-
/
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mile limit ao not neec¢ the certification. Neor is the certification
necessary for outpatient care. The «0-mile Zimit i¢ a2 measure. admittedlwy
crude, of travel time and access to tne direct care svstem. It is crude

ir. the sense that it does not take into account aenv significant geographic
barriers which mav considerablv lengthen actual travel time. It is also
limited as designed and collected in this survey instrument; it is a simple
dichotomous variable -- I.e.. either one lives anvwhere within the 40-mile
circle or one does neot. That desigrn lumps together those who mav live on-
base and have a2 two-minute trip to receive care with those who mav have a
55 or 60 minute trip to a military facilitv. A similar grouping results
for those who reside outside of that limit -- those who live where no
military facilitv is available are included with those who mav use a mili-
tary facility 40-50 miles away for all non-emergent care. The resulting

assumption is that direct militarv care is not available to those outside

of the 40-mile radius.

C.S.HO: There is no difference in preference to the alternatives
to the MHSS according to the size of the facility in the respondents'

catchment area.

This variable was included to measure the level of care available to
the respondents in military facilities within the local area. The MHSS
is a highly regionalized system, ranging from 1,000-bed facilities with
a complete range of services, to freestanding clinics offering primary

care only. 1f space is available, the beneficiarv may be transported

oy - - — L e e mme e e s - - - - . — —_-




many miles tc receive necessary care in a large facility (active dutv
personnel have nc cheice). The range of care readily available te the
respondent at a militarv facilitv mav be quite limited. It was postulated
that those in areas served by smaller facilities woulcd vrefer an alterna-~

tive that woulcd cover a greater range of care.

C.6.HO: There is no difference in preference for alternatives to the

MHSS according to the level of income of the familv unit.

This is one of the traditional explanations of differences in health
service utilization. One would expect a familyv with a great deal of dis-
posable income to approach a health service deliverv svstem differently

from another familv who had much less income.

C.7.H0: There is no difference in preference for altermatives to the

MHSS accerding to the presence of alternative health insurance.

One of the original questions discussed during the development of
this studv was —- whether or not the proposed alternmatives, if{ implementec,
would in fact draw some of the excess demand away from the MHSS. or would
an alternative simply pav for those who already have alternative health
insurance? Those personnel who have already taken a positive step to

indicate they mav prefer an alternative.

C.8.Ho: There is no difference in preference for alternatives tc the

MHSS arcording to the unreimbursed cost of previous care.

The cost-sharing provisions of CHAMPUS and its reputation for not re-

imbursing at current rates have been a point of concern for beneficiaries
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D.2.3 : There is no difference in preference for alternatives tc the
o

MESS according te reportec utilization of health service svstems.

~

As with health status above, those families with higher utilization
patterns would be expected to have a different view of the MHSS thar those
who do not use a health service svstem as often. This differing view, and
the knowledge gained through use, might lead to different evaluations of

possible alternatives,




CHAPTER 11

STUDY DESIGN

The idea for this study germinated in 2 briefing describing the Cost
and Value Studv. The briefer speculated from his preliminarv data that
the same beneficiaries who preferred Alternative "C" also preferred
Alternative "D," that thev wanted an alternative at almost anv cost.
Further discussion revealed a lack of agreement as tc just who those
people might be, if thev were, in fact, a homogeneous group. This study
is a re-examination of the survev data collected for the Cost and Value

Study to answer questions raised during that briefing.

The Cost anc¢ Value Studv used three different approaches in asking
respondents to place z value on the militarv health care benefit.
besides directly asking for a monetarv judgment, the questionnaire pro-
posecC three hvpothetical plans in addition to the current structure of
the benefit. As the second approach, the respondents were asked to
rank lhe plans in the order of preference. Thirdly, the respondents

were asked, in turn, whether thev preferred each of the alternatives

compared to the current structure and what amount of compensation would

make each pair equal.

Details of the three hvpothetical altermatives were included in a

separate sheet, inserted in the questionnaire, reproduced in Table 2-1.




ALTERNATIVE PLANS

TABLE 2-1

COMPARISON OF HYPOTHETICAL ALTERNATIVES

DEPENDENTS, RETIREES AND SURVIVORS

PHYSICIAN AND HOSPITAL SERVICES

INPATIENT

A. CURRENT =mm-mmmmmmomem om mmmm oo mmmommmmmmmm e eemm e m e mmmee - 20E_BRET

Uniformed

Services

Facilities
SYSTEM CHAMPUS

8. BLUE CROSS-TYPE PLAN

WITH DENTAL SERVICE

BIUE Ckus>-TYPE PLAN

~- NGO DENTAL SERVICE

T, UBOLUP WEALTH CARE PLAN No charge -- if you

-~ PREPAID HEALTH

MAINTENANCE

NRGANIZATION

You pay $4.19 per day

ACTIVE DUTY DEPENDENTS:
You pay $4.10/day or
$25 admission, which-
ever {s greater

RETIREES, THEIR DEPEN-

DENTS, SURVIVORS: You
pav 25% of all charges

OUTPATIENT

DENTAL SERVICES

45

LIMITATIONS
OR SPECIAL PROVISIONS

No charge

You pay first $50/
person each year --
up to $100/family --
plus

FOR ACTIVE DUTY DEPEN-
DENTS :

20% of additional
charges

FOR RETIREES, THEIR
DEPENDENTS, SURVIVORS:
25% of additional
charges

No charge

Retirees get complete
care: but dependents
get complete care
oaly overseas or in
underserved areas.
Elsewhere dependents
get only preventive

NOT COVERED

Services on a space-
available basis onlv.

Covers dependent parents
or parents-in-law, who
are excluded bv CHAMPUS

and by Plans B, C and L

Use of non-participating
providers may increase
your costs

Unreasonable charges
not covered

No charge

No charge

SAMF AS PLAN B

use degignated physi-
cians and facilities

You pav first 5100/
person each year --

up to $200/family --
plus 20% of additional
charges, for physicians'
services

You pay first $100/
person each year --

up to $200/family --
plus 20% of additional
charges, for physicians’
services

No charge for hospital
services

SAME AS PLAN B

No cﬁg}ge -- {f vou
ugse desfgnated physi-
cians and facilities

NOT COVERED

No charge for pre-
ventive, diagnostic
or emergency services,
For other sevrvices,
vou pay the first $25/
person each year --

up to $100/family =--
plus

No charge for pre-
ventive, diagnostic

or emergency services.
For other services
you pay the first $25/
person each year --

up to $100/family --
plus

(A} 30% of excess for
routine services,e.g.,
fillings

(B) 75% of excess for
orthodontic services
(up to a $500 limit)

(C) 50% of excess for
other services

NOT COVERED

Costs to vou of covered
services mayv not exceed
$4,00C per year

No extended nursing care
facility coverage

Costs to vou of covered
services may not exceed
$4,000 per vear

No extended nursing care
facility coverage

Hospital confinement in
excess of 365 davs sub-
ject to cost-sharing

$50,700 limitation on
psychiatric care, and
$500,000 limitation on
total lifetime pavments
for you and vour dependen

Unreasonable charges not
covered

SAME AS PLAN B

Afserd{ facilities out of

designated area mav be
only partiallv reimbursed

No extended nursing care
facility covera,e
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ose mecical plan with dental coverage addec.
Plan C is the same BRlue Cress tliarn without the dental coverage. Plar D

is identified as an HMO but not specifiec as tc which tvpe. Given the
publicity in the popular press about the Kalser Permanent rlans, the autnor
wust assume that the respondents were thinking of & closed-panel HMO rather

thar an independent practice association.

A basic premise was that any alternative offered would be offered for
non-active duty beneficiaries only. No changes are foreseen in the wav
the MHSS delivers care to active dutyv personnel. Nor 1s any change fore-
seen in the MHSS in overseas areas, where often no alternative is available.
In fact, in overseas areas several classes of beneficiaries, who would not

. . . . 69/ .
otherwise be eligible, receive care in the MHSS. — As a consequence, this

; e e —_ ) ) 70/
studv used only date from the families within the Continentel U. S., —

eliminating 12% of the responses to the Cost and Value Study.

What follows in the Sample Selection and Data Collection sections not
only berrows from the Cost and Value Study, but also relies on their

description of what was done.

6%/ For instance, civilian employees and their families, certain contractor
versonnel and their families, DOD teachers and their families are all
eligible for care overseas but not stateside.

7¢/ DOD considers Alaska and Hawalil as overseas areas.
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SAMPLE SELECTION

The survey sampling and stratificatiorn »lan were designed to obtain
information from each beneficiary population while ensuring that respond-
dents were drawn from as wide a range as possible cf geographic locations --

urban and rural settings, military health care service areas, etc.

The survey sampling design was a stratified clustered design involving
eleven base hospitals and their surrounding catchment areas, and areas not
within any military health care service area (i.e., ''remote areas'"). A
"catchment area' refers to the approximatelv 40-mile circle around a mili-

tary base or hospital.

The base hospitals in the survey were selected so that: (1) for each
branch of service (i.e., Armyv, Air Force, Navv and Marines) a small, medium
and large-sized hospital was selected, and (2) for each DOD region {(with

1/

the exception of Region 6) 21 at least one base hospital was selected. For
purposes of this study a small hospital was defined as one with 115 operating
beds or less in fiscal year 1976, a medium size hospitzl as one with between
116 and 270 operating beds, and a large hospital as one witht 271 or more
operating beds. It was felt that since regions of the country, service
branch affiliation, and hospital size could have significant effects on
beneficiary valuations of the military health care benefit, the sampling

design should be balanced in relation to these three factors. In addition to

selecting the catchment areas of one small, one medium, and one large-sized

’ Because of technical difficulties it was impossible to include a Region
6 base hospital catchment area in the studyv. However, a base hospital
catchment area locatecd relatively close to Region 6 (i.e., the Armv
hospital 1n For: Leavenworth, Kansas) was included in the sample.

It
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nospital for each of the service branches for inclusion in the study, the
catchment areas of one Marine hospital and one Air Force freestandine

clinic were also selected.

Table 2.2 presents information on the elever selected base hospitzls.
TABLE 2-2

DESCRIPTIVE DATA ON THE ELEVEN SELECTED BASE HOSPITALS

SELECTED FACILITY SERVICE NO. OF OPERATING on
CATCHMENT BRANCH BEDS HOSPITAL —
AREAS AFTILIATION IN FY 1976 SIZE
Base Hospitals
NRMC Portsmouth, VA Navv 729 Large
NRMC Memphis, TN Navy 142 Medium
NMRC Bremerton, WA Navy 113 Small
NMRC Camp Pendleton. CA Marine 424 Large
AFH Travis AFB. CA Air Force 333 Large
AFH Andrews AFB, MD Air Force 240 Medium
ATH Holloman AFB, NM Air Force 25 Small
AH Ft. Sam Houston, TX Army 550 Large
AH Ft. Carson, CO Army 174 Medium
AH Ft. Leavenworth, KS Armyv 52 Small

Freestanding Clinic
AFC Duluth International Air Force None -
Airport., MN
Within each catchment area, and within areas not included within anv health
care catchment area (i.e.. 'remote areas'). a sample of active dutyv personnel,
retirees. survivors of active duty personnel, and survivors of retirees were
drawn. Within each of these beneficiarv populations a random sample was drawn.
Branch of service of military sponsor was not explicitly used as a stratification

variable for sampling purposes, for it was assumed that the base hospital selection

~J
1o
~

Small hospitals had 115 or less operating beds in Fiscal Year 1976. medium
size hospitals had between 116 and 270 operating beds, while large hospitals
had over 271 operating beds. Cost and Value Survev, », 217,

l
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rrocedure describecd above would guarantee that each branch cof service
would be adequately represented in the sample. It was alsc assumed that
random sampling within beneficiaryv populations would ensure that minori-
ties and women, as well as officers and enlistec men, woulld be present
in

the sample (in adequate numbers) in provportion to their representation

in the beneficiarv universe populations.

The basic unit for sampling purposes was the beneficiary family: that

is, the military sponsor and all members of the household who are eligible

for MHSS benefits. 1In the case of active duty personnel and retirees,

the survey was addressed to the militaryv spomsor. In the case c¢f survivors,

the survey was addressed to the spouse of the deceased militarv sponsor or
to the guardian of children who were eligible for MHSS benefits. The
questions in the survev referred both tc the survevy recipient and to his

dependents, except in the case of surviving children where the guardian

was not eligible for MHSS benefits.

The survey sample design called fer a total cof approximately 5,345 MHSS
peneficiaries to receive the survev, with the total to be distributed as

follows among the various beneficiarv populations:

o 3,000 active duty personnel were to be sampled, with 250
beneficiaries to be samples from each of the 1] selected
military hospital or clinic catchment areas, and 250 bene-

ficiaries residing in remote areas to also be sampled.

o 1,625 retirees were to be sampled with 125 retirees to be

sampled from each of the 1l selected military hospital or
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clinic catciment areas, and 250 retirees residing in remote

areas tc alsc be samplec.

o 320 retiree survivers were to be sampled, divided ecuallv
betweern: survivors residing in remote areas andé survivors
residing in the 11 militarv hospitals or clinic catchment

areas. E/

o 400 active duty survivors were to be sampled divided equally
between survivors residing in remote areas and survivors
residing in the 1] military hospitals or clinic catchment

74/
areas. —

The survev was distributed to the selected beneficiaries during the early

part of the Summer cof 1978 in government franked envelopes, along with an
introductory cover letter from the Office of the Assistant Secretarv of
Defense for Health Affairs explaining the purpose of the survey and urging

the cooperation of the beneficiary (see Appendix A). Approximately three

weeks following the mailing of the survev a follow-up letter was sent to the

beneficiaries who had not yet responded emphasizing the importance of their

responding to the survey and requesting that thev mail back the completed
survey as soon as nossible (see Appendix B). Other follow-ur measures
included the mailing of another copy of the survev along with the cover

letter described above, with an additional overprint (see Appendix C) to:
o All survivors of active duty personnel who had not responded

to either the original mailing or to the follow-up letter.

73/ Sampling within these 11 catchment areas was random with no specific
allocation of the sample to given catchment areas.

74/ 1Ibid.

- s . - .
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A sample of active duty perscnnel residing in the Memphis,
TN, Travis AFB. CA and Camo Pendleton, CA catchment areas

whc haé not responded teo either the original mailing or

to tne follow-up letter.

Approximately 175 survivors of active duty personnel and over 150 active

duty personnel received this second survey mailing. These groups were chosen

because of their low response rates relative to other beneficiary populations.

i’vh"——'————'—“"*‘ -
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DATA COLLECTIOX

Survev Response

Overall the response to the militarv health care benefit survev was
acceptable with over 63% of those who received the survey actually com-
pleting and returning the instrument. For each of the beneficiarv cate-
gories (i.e., active duty personnel, retirees, survivors of active duty
personnel, and survivors of retirees) an adjusted response rate was

computed.

The adjusted response rate takes into account such factors as bad
addresses, discharge from the service, death or severe illness of the
beneficiary, etc. For examrle, the adjusted response rate of active
duty personnel is equal to the number of completed survevs returned by
active duty personnel divided bv the number of survevs mailed minus the
nunber of survevs returned to sender because of a ''bad address’ multi-
plied by one hundred. The adjusted resvonse ratec for each of the bene-

ficiary categories are presented in Table 2-3.

TABLE 2-3

ADJUSTED RESPOISE RATE BY BENEFICIARY CATEGORY

BENEFICIARY ADJUSTED
CATEGORY RESPONSE RATE
Active Dutv 59.15%
Retirees 69.96
Survivors of Active Nuty 53.61
Survivors of Retirees 79.74%

Survivors of retirees had the highest adjustec response rate of anv

beneficiary category with nearlv 80% of the survivors who received the

- - wmemt - e = -
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survev completing anc returning it. Retirees alsc have a verv high adjustec
response rate with nearly 707 of survey recipients comtleting the surveyv.
Tne aciusted response rate for active duty personnel is 587%, while for survi-

vors of active duty perscnnel it is aporoximatelv 547, The relatively low

adjustec response rate for survivers of active duty personnel mav be partially

a reflection of the inadequacyv of the VA survivor lists used as a source for
sampling. There apparently are some significant differences in rules of
entitlement to VA and MHSS benefits; not all VA beneficiaries are eligible
for MESS benefits. In fact., approximately 8% of survivers of active dury
personnel whose names had been drawn from VA lists wrote to the contractor
stating that thev are not eligible for MHSS benefits. This difference is
due to different standards utilized by the VA and the MHSS in determining
the dependencv of parents on the deceased active duty member. Thus, the
lower adjusted response rate for survivors of active duty personnel mav not

be indicative of disinterest in the subject matter of the survey -- at least

not on the part of those who actuallv are MISS beneficiaries.

The response rates were as nigh as they were because of the careful
follow-ur procedures which were undertaken in connection with this survev.
Table 2-4 shows the impact of the follow-up letter which was sent to non-
respondents and the second mailing of the survev by presenting adjusted
response rates (broken down by beneficiary class) at three points in the
administration of the survev: before follow-up letters were sent out,
after follow-up letters were sent out but before the second mailing of the
survev, and after the second mailing of the survey instrument. The survivors

of retirees adjusted response rate showed the most dramatic increase, nearly

increasing by two and one-half times as a result of both the follow-ur

e e s - e - . . - e - PR




lerter and a second survey mailing.

maA had i) !
TABLE Z-4

ADJUSTID RESPOIST RATES 26/

ANATYZED 3Y WHEN COMPLETED

SURVEY WAS RECZIVED BY THE
CONTRACTOR

BENEFICIARY CATEGORY

TIME AT WHICH COMPLETED  ACTIVE SURVIVORS OF  SURVIVORS OF
SURVEY WAS RECEIVEZD DUTY RITIREE ACTIVE DUTY RETIREES
Before Follow-up Letter 37.70 44.03 22.22 43.13
After Follow-up Letter 19.35 25.63 23.61 38.89

but before Second

Mailing of the Survey

Instrument
After Second Mailing of 0.80 - 0.81 -

the Survey Instrument

For active dutv personnel the response rate was analvzed by branch of

service of military sponsor and by rarnk (i.e., officers versus enlisted
personnel). In order to ensure that the sample is relatively representative

of the active duty beneficiary population, a set of stratification weights

wa

(1)

developed which took account of the differences in response rates ané in

75/

the number of servicemen samplec from each branch of the service. —

75/ Cost and Value Studv, Appendix D.7.

76/ Adjusted response rate is defined as the number of completed surveys
received divided by the number of surveys mailed minus the number of
survevs with bad addresses minus the number of survey recipients who
are severely ill or deceased multiplied by 100.
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The study alsc found & significant difference in response rates between
oificers and enlisted men (pav grades E-1 tc W-4). Officers have nearly a
20% higher adjusted response rate tharn enlisted men (74.00 versus 55.86).

Although officers represent approximec.ely 13.4% of all active duty personnel —

o

thev constitute 20.7% of the sample because of this response difference.

In order to assess the extent of non-response bias and to analvze the
reasons why beneficiarjes failed to respond to the survev, a small sample
of active duty non-respondents (approximatelv 1.6% of active cuty non-respon-
dents) and of retiree ancd survivor non-respondents (approximatelv 2% of retiree
and surviver non-respondents) were contacted by telephone. Information was
collected on their sex, age and number of dependents. education. marital
status, ancd health care service useage. Thev were also asked -- Question 37
of the survev: "If all health care benefits were eliminated for dependents.
retirees and survivors, how much additional compensation would the govern-

ment have teo provide vou per vear to keep vou as well off as vou are now.'

Table 2-5 summarizes the efforts to contact active duty non-respondents.
The studv attempted to reach a total of 81 active duty non-respondents. Approxi-
matelyv one-third of the non-respondents hacd been transferred from the military
base tc which the survev(s) and follow-up letter had been mailed. An additional
10% could not be located because the "base locator” and/or personnel office
had no information about them at all. Approximatelv 4% of the non-resvondents
mav have never received the survev. We were unable to find telephone numbers

for approximately 15% of the retirees and survivors. We do not know to what

77/ Selected Manpower Statistics. p. 39.
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TV =UT 0T ACTIVE DUTVY DN -RESPONDENTE
BRANCH OF SERVICE
STATUS OF NON-RISPONDINT ARMY NAVY AR FORCE MARIVES TOTA
umher ¢ Non-resrondents who - _& - z 2
hal heen Transferred IDOA
Number oI len-respondents wnoe : - - - 2
nac beer Discharged 3T
umher of Non-resnendents for - R z 1 £
wion we hnad an Lncorrecs G, 00h
Adcress
Nunber of Non-respondents we 6 2 11 a4
were Unable tc Contact by N
Teledhone airthough their
Address was Correct
Luanber of lon-respondents we z & e - P
Successfully lontaczed v 23,69
Telenhone
Local Nurber cof lon-respon- 22 27 23 T &2
dents we Attenmpred to (100,80
Contac:

Survev Analvsis

The analivsis weighted beneficiarv resovonses bv three maj

et
p]
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m
rt
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variables: (1) beneficiary category (i.e.. active duty personnel anc their

deoendents, retirees anc their dependents, survivors of retirees and their
dependents, and survivers of active duty personnel anc their dependents), (2
miitary medical facilitv coverage (i.e.. whether the beneficiary family is

in & remote or in a catchment area. ancd if It is In a catchment area, whether

t is served bv a militarv clinic, small militarv hosrital, medium-sized

[N

hostital., or bv a laree hosrital), and (3) service tranch affiliation of

O,
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military sponsor (i.e.. ir what branch of service the active cuty member °r

retiree, or the deceased active cuty member ¢r retiree serves Or servel..
Tor example, the responses of Navv active cury personnel stationeZ in the
NRMC Eremerton, Washingtor base hospital catchment ares were weighted bv

the number of naval active duty personnel serviced by small hospitais,

while the responses of the Air Force retirees residing in the same catch-

=]

nent area were weightec by the number cof Air Feorce retirees receiving medi-
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The detezils of the weighting scheme, inclucding the methodclogy or cal-

culating the weights anc the actual weights themselves, are availablie in
the Ceost ancé Value Stucdy. == The apriication c¢f these weights makes the

sarcle meore preciselv representative c¢f the overall MISS beneficiary nor-

uletion and cof the individual bdeneficiary catezories.

In Table :-€ a summarv of major populaticn characteristics Is presentec.
Since the sample was designecd to be representative cof the zivpes anc sizes

of DO estariishments and was essentiglly random within establishment, the

care heneficiaries (within stratified grours ancd when weighted for stratifi-

cation’.

The tabulated results include about 1,500 active dutv personnel, 1,100C

£~

retirees and 450 survivors. The sample, when analvzed from the peint-of-

», " oo

-iew of service. included about 277 Navv, 277 Army, 353° Air Force. 97

“arines and 27 were more than one branch. The Air Force is obviously
757 Cest and Value Studv, Appendix D.7.
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DPOPULATION CHARACTERISTICS OF THI WIIGETEID SAMPLT (XIMBEFR OF REGPAINEIS —I
A0, Ret Surv., 4.0, Surv.-Ret.
Beneficiary LL57 1219 -7 70
Category (3.9 (48,2 L3000 (2.8
ATTV Naiv Alr Force ‘Mearines Mulrzinle Branches
Service 8&7 596 g11 170 58
(35.2) (23.¢) (32.2 (6.7) (2.3
E1-E3 E4~-L6 E7-E9 Wi-Wé 01-03 D4~06 37-10
Rank i29 918 659 67 161 530 13
(5.1 (36.9) {26.5) (2.7 (6.5) (21.8) (0.5
Mele Female
Gender 2328 186
(92.3) (7.5
Never Married Married
Marriec Borh MNil. Militarvy Divorced Sevarated Widowec
Marital Status 88 37 2003 15¢ 67 162
(3.5 (1.5) (79.7) (6.3 (Z.7 (6.
0 1 2 2 o 5 or MNore
Number of 28 T27 405 557 287 160
Dependen:ss S (22.0) (19.7) 22.:2 (11.4) (6.3
wess Than High Schoel Some College More Than
HS Graduate Graduate Ccllege Graduate Ccllege
Education i7¢e 806 823 252 447
(7.0 (32.1) (32.8) (19.3) (17.8
Write Black Hisvanic Amer. Inc. Islander (O:ther,
Ethnic Zii 230 €9 11 38
Bacrground (&3.6) (9.3 (2.8) (0.3) (1.5)
Christian h¥e
Prertestant Catholic Jewish Mormon Scientist Other Preference
Religion 1862 662 26 36 20 35 275
(62.8) (23.3) (.9) (1.2 (.7 (1.8 (.3
$-0,000 10-19,999 20-20.909 30-39,999 40 or lore
Income 522 921 551 196 103
(26.00 (38.5) (23.0) (8.2 (4.3)
7o Lumhers in parenthesec are percentage cf samrle respondents.
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over-represented, both because of respense rate and the samrling procedure:

however, this was corrected in the weighted results. Temales account for

« ¢of the sample and minorities la%.

The data presentec in the preceding section. Survev Response, describes
the sampling procecdure and response for the survey. The survey instrument,
however. when describing the alternatives states that: "If you are on
active dutv vou should alsc assume that vou would continue to receive care
onlv through unifermed services facilities -- the changes in benefits dis-
cussec below would applvy onlvy to vour dependents." 89/ Specifically, single
active dutv personnel would not have a choice, thev would continue to receive
care ir military facilities. Because of this and because anv response tc
aiternatives that woull have nc effect would be questicnable, these responses
%3 were not inciucec in the analvsis. Those responses are not included
ir Tab.es 2-6 thrcugh 2-10 but are included in the succeeding section of

Samrle Revresentativeness to provide a better basis for comparison.

In Tables 2-7 ancd 2-S detailed data on medical visits anc facility usage

)

are presented. While the Militarv Health Care Svstem ccllects certain data
!

or: usage wnich were utilizec in this report, ~=' no data is available at

thie leveil of detail for all of the beneficiarv groups. It shculd be notec

here that this ic self-reported data and thus mav not be more accurate than

2/

£ 3 8
anv other svstem of recording. —

80,/ See the Survev Instrument in Appendix A.
&1/ DOD Health Services Demand Model.
22' There are obvious differences of opinion on the most appropriate data

collection method for determining this data.
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ABLE 2-7

ANALYSIS OF CHARACTERISTICS BY BENEFICIARY CLASS (MEAXS)

Active Durv Retirees Surv. 4.D. Surv. Re: 511
Years Served 11.5 21.z 9.3 23.2 15.4
Age of Respondent 31.9 52.7 59.1 50.4 43.3
Number of Dependents 2.6 1.9 .8 A 2.1
Oldest Dependent Age 29.8 48.3 27.2 24.0 38.6
Second Oldest Dependent Age 9.5 18.0 14.9 15.7 12.8
Third Oldest Dependent Age 8.2 14.1 12.6 12.4 10.4
Fourth Oldest Dependent Age 7.3 11.3 10.9 11.7 8.9
TABLE 2-8
ANALYSIS OF RESOURCZS BY BINEFICIARY CLASS (MEAN VALUES)
Active Duty Retirees Surv. A.D. Surv. Ret. All
Travel Time Min. - Res?. 17.2 29.4 25.4 31.4 23.7
Travel Time Min. - Dep. 1.6 27.1 23.7 26.5 23.«
Appointment Time Davs - Resp. 7.3 11.0 10.9 12.6 9.3
Appointment Time Days - Dep. 13.1 11.6 11.3 30.¢ 12.35
waiting Time Min. - Resp. 31.3 35.5 41.3 40.6 33.8
Waiting Time Min. - Deo. 44,1 38.2 71.9 64.1 61.7
Mecical Costs for Year $147 $344 §310 5288 §251
TABLE 2-9
ANALYSIS OF OUTPATIENT UTILIZATION BY BENZIFICIARY CLASS (MEAN VALUES)

Active Duty Retirees Surv. A.D. Surv. Ret.

Respondents
Vieits/Month 0.899 0.945 1.332 1.064
% to MHSS 90.8 51.1 29.9 43,7
Dependents
Visits/Month 1.563 1.251 .950 1.084
% Visits to MHSS 79.5 44,8 36.3 30.0




ANALYEIS OF INPATIENT UTILIZATION EZY BINETICIARY CLASS (MEAN VALUES
Active Dutv Retirees Surv. 4.7. Surv. Ret.
Respondents
Davs Hestitalization/Year 0.878 2.8886 3.15%4 4.28%
Percent in MHSS 9¢6.9 38.Z .0 49 .3
Dependents
Davs Hospitalization/Year 2.235 3.073 .819 2.389
Percent in MHSS 71.3 36.5 0 32.8

The usage numbers snown are probably high compared to the general popula-
tion andé "costing” ther out using average civiliar prices woulc vield costs
in excess cof twpical iInsurance plans or HMOs. These differences mav be cdue
to 2 number cf factors, e.g., (1) a high standaré of living ané health
conscicusness, leacding to greater use, (Z) free access or (3) a bias in

the responses by those whe arve users. aAll of these elements mav be causes
anc interact with each other, but thev are stated adbove in order of believed

importance.

Ccilization Survev was concuctecd curing the same time frame as
the Cest and Value Survey te ottain z base of knowledge about the MHSS bene-
ficiaries. This studv will malte extensive use of the results ¢f the utiliza-
tion surveyv because, often times, it is the only reference data available.
The twc surveve cid have differing methodclogies in measuring utilization.

Specificalliv, the

e

{

tilization Survey used z lZ-month recall while this study
usec a 30-dav period. Given that difference the utilization reported was
not a:t all similar. However, when the respcndents reported where they had

received care, the twc survevs rencried similar data.




TABLE 2-11

DISTRIBUTION OF UTILIZATION - ACTIVE DUTY aND RETIRED CATEGORIES

UTILIZATION-gg/
SURVEY SAMPLT

Percent of Total Outpatient

Visits/Month to a MHSS

Facility
Active Duty Personnel 93.9 90.8
Active Duty Dependents 78.2 79.5
Retirees 52.6 51.1
Retired Dependents 47.4 44,8
Percent of Total Days

Hospitalized/Year in an

MASS Facilitv
Active Duty Personnel 96.0 03.5
Active Duty Dependents 71.2 66.1
Retirees 55.3 38.2
Retired Dependents 40.1 36.4

Sample Renresentativeness

As a measure of the representativeness of the sample, selected demographic
variables from the sample for active duty personnel were compared with those
known for the active duty population. These population parameters were drawn

from Selected Manpower Statistics. The selection of particular parameters

examined was limited to what was available in that source. The statistics

compared were gender, age, rank, educational level and branch of service.

Gender - The Selected Manpower Statistics indicate that 6.537 of the active
84/

duty personnel are females. 0f the active dutv respondents in the sample

§.37% were females.

83/ Data is from the Utilization Survev Files.

84/ Selected Manpower Statistics, p. 64,




Age - This parameter indicates that there was a sample bias in response
rates. The sample cver-represents those thirry and above and under-repre-
sents those voung men and women beginning their service careers (age 17-24).
This cver-representation it the result of low rates of response among the

vounger personnel and two other factors.

One is the survev procedure used to randomly select the personnel who
were mailed a questionnaire. The names and addresses were drawn Irom tapes
in the Defense Manpower Data Center (DMDC). These tapes are in turn
generated from input from the Services personnel centers —~ meaning the
tapes are somewhat dated by the time thev reach DMDC. The information aged
even more by the time the survev instruments were mailed out and receivecd.
This is particularly important when examining the response rates of the
lowest ranking enlisted/officer personnel who are generallv in training and
move to several different locations during their first vear in the service.
A tyvpical experience would be two months basic training (three months officer
candidate school). three to four months technical schooling, one month
leave and then on to the first permanent assignment. All of that mobilirty
presents ample opportunitv for a self-administered. mailed questionnaire
to miss the indivicuesl respondent. Even if it does reach the intended
respondent, that mobilitv also increases the chance that the individual will

misplace the instrument before it is completed and returned.

The second factor is also related to the sample design. The eleven
facilities were selected to maximize the variety of settings in the MHSS.
Some groups were intentionallv over-represented, such as the remote and

the Air Force freestanding clinic areas, sc that beneficiaries residing in



these areas woulé be sampled. The original sample facilities were not
intended to be rerresentative of the porulation as a whole., Retroactively,
weighting was applied to make the sanmple data mere renresentative of the
2MiSS United States population as a whole. The weighting corrected for

beneficiary category, tvpe of militaryv facility anc service branch of

sponsor, but not for rank.

DISTPIBUTION OF AGE - ACTIVE DUTY CATEGORY (PERCENT OF RESPOIIDENTS)

SELECTED
MANPOWER 85/
AGE STATISTICS — SAMPLT
17~19 14.7 6.1
20~24 37.6 30.1
25-2 18.5 19.5
30-34 12.5 16.5
35-13¢ 10.0 14.6
40-44 4.5 9.0
45=-49 1.6 3.1
50 and Over 0.4 0.9

The other selected demographic data alsco reflects the under-representation

of the lower~-ranking active duty.

Rank - Since the military is a two-tiered pyramid there are two entry
levels (Z-1 and 0-1) and the under-representation is reflected at both of
those levels. Since rank is to some (a large) extent a function of time in
service and age, the under-representation of age is illustrated irn the lowest

(E1, E2, 01 and 02) ranks in the two hierarchies of the pyramid.

85/ 1bid, p. 48. This contains some survey data and is for the werldwide

forces not just those in the forty-eight Continental United States as
is the samvple.
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TABLE 2-13

DISTRIBUTION OF RANK
ACTIVE DUTY CATEGORY

(PERCENT OF RESPOIDENTS)

SEZLECTED MANPOWER

a8/ STATISTICS 87/ SAMPLZ
07-010 - 9.4
26 0.6 1.7
05 1.5 4.4
04 2.3 6.5
03 4.4 6.5
02 1.6 1.1
o1 1.5 0.4
W1-Wa 0.8 9.8
9 0.6 1.2
=8 1.5 2.5
E7 5.7 9.7
E6 9.7 12.1
5 15.7 18.3
T4 19.6 16.2
z3 17.0 14.7
£2 8.0 3.0
£l 7.7 1.2

Educational Level - The under-renreseantation of vounger persoanel is also
reflected in the educational level compariscon.
TABLE 2-14
DISTRIBUTION OF EDUCATIOMAL LEVEL
ACTIVE DUTY CATEGORY (PERCENT OF RESPONDENTS)
SELECTED MANPOWER 88/

LEVEL OF ZDUCATION STATISTICS — SAMPLE
College Graduate or More 14.0 25.5
Some College 14.5 30.9
digh School Graduate 60.1 41.0
Some High Scihwool or lLess 0.5 0

36/ 